Background: The government of Kenya launched its community health strategy in 2006 to improve certain aspects of its community health program. Under the strategy, community units (CUs) were established as level one of the Kenyan health system. A core member at this level is the community health worker (CHW). The objective of this study was to assess the relationship among the performance of the CUs, the prevalence of childhood diarrhea and appropriate treatment for it by controlling individual and community-level factors. Methods: The main dataset used in this study was the 2011 Nyanza Province county-based Multiple Indicator Cluster Survey (MICS). In addition, based on the list of community units in Nyanza Province, Kenya, we identified the area's CUs and their performance. MICS data and data on CUs were merged using sub-location names. There were 17 individual and two community-level independent variables in this study. Bivariate analysis and a multilevel logistic regression were performed. Results: Factors significantly associated with a lower prevalence of diarrhea among children under five were the child's increasing age, middle-aged household heads, children who received more attention, water treatment and rural versus urban area residence, while male children and highly performing CUs were significantly associated with a higher prevalence of diarrhea. In addition, middle wealth index, severity of diarrhea and middle-and high-CU performance were significantly associated with appropriate treatment for childhood diarrhea. Conclusions: Although this study found that children living in areas of high CU performance were more likely to have diarrhea, these areas would have been identified as being more at risk for diarrhea prevalence and other health concerns, prioritized for the establishment of a CU and allocated more resources to improve the performance of CUs. A higher CU performance was significantly associated with the appropriate treatment. It was suggested that CHWs could have a positive effect on the community, as demonstrated and promoted by appropriate health-seeking behavior and treatment for childhood diarrhea.
Background
In efforts to achieve universal health coverage (UHC), a key challenge is an inadequate health workforce, especially in resource-poor countries [1] . To deliver essential health interventions to every community, community health workers can undertake a wide range of tasks [2] . It is recommended that investment in building CHW skills and the maintenance of their performance are beneficial to UHC [3] .
To empower households and communities to improve their own health, the Kenyan Government developed and launched the Community Health Strategy (CHS) in 2006. The strategy was well articulated as one of the flagship programs in the National Health Sector Strategic Plan 2005-2010 (NHPP II) [4] . One of the main purposes of this strategy was to enhance access to health care services in order to improve productivity and thus reduce poverty, hunger, and child and maternal deaths. In this strategy, the community unit (CU) is defined as level one of the Kenyan Health System. It consists of a community health committee (CHC), two community health extension workers (CHEWs) and community health workers (CHWs).
The CHC is the governing body that coordinates all community health activity; its members are community leaders. There are two types of CHEWs in a CU. One is the facility CHEW, who works in a health facility. The other is the community CHEW, who works mostly at the community level. Both supervise the work of the CHWs. Among the groups, CHWs were the only direct service providers to community members.
In each CU, 50 community health workers (CHWs) were selected from the community between 2006 and 2010. The household coverage per CHW was 20. Later in 2010, the implementation strategy of CHS, especially distribution of personnel, was revised and about 10 CHWs were chosen after that. After the revision, the household coverage per CHW was 100 in Nyanza province. As a reward for increased household coverage per person, the government had planned to provide a small stipend. Although all CUs established both before and after the revision should have been standardized, based on the guidance of the Kenyan Ministry of Health (MoH), the progress of the implementation was varied, depending on the funds received from the government, international organizations, and NGOs. As a result, most CHWs were still volunteers in 2011, with the exception of the areas where particular partners paid the allowance. Although the training procedure for CHWs was standardized by the Kenyan MoH, their performance varied and was influenced by individual and contextual factors [5, 6] .
Within this environment of increased attention to community health issues, the high burden of diarrhea amongst young children was an area of focus as diarrheal diseases were the second leading cause of mortality worldwide among children under five in 2008 [7] . Almost half of these deaths occurred in Africa [7] . Although numerous facility-and community-based interventions have been implemented to improve access to and uptake of effective preventions and treatments [8] , the burden of diarrhea is still substantial in sub-Saharan countries. Therefore, prevention of diarrheal diseases was one of the focal areas of CHS in Kenya. The CHWs received the training, including methods for the prevention of diarrhea, water safety, sanitation and hygiene-related issues. According to the recent Kenyan Demographic Health Survey [9] , 16.6% of children under five had experienced diarrheal diseases within the two weeks preceding the survey, and 2.6% had had severe diarrhea with blood. Among them, 13% had not received any treatment.
Although CHS was implemented from 2006, few studies have evaluated the impact of CUs and CHWs according to CHS [5, 6, 10] . Therefore, the objective of this study was to assess the performance of CUs and other individual-and community-level factors on the prevalence of diarrhea and its appropriate treatment among children under five in western Kenya.
Methods

Dataset
The main dataset used is this study was the Nyanza Province County-based Multiple Indicator Cluster Survey (MICS) of 2011. The detailed survey methodology is available in the Kenya, Nyanza Province Multiple Indicator Cluster Survey 2011 final report [11] . The dataset includes 30,439 household members from 6,828 households that participated in the survey. A structured questionnaire was administered to gather a wide range of information, such as socio-economic characteristics and health conditions. In addition, a list of CUs in Nyanza province, obtained from the Kenyan Ministry of Health, was utilized to identify the communities with CUs and their performance. The total number of CUs in Nyanza province of Kenya was 586. Both MICS data and data on CUs were merged using sub-location names.
Measures
Outcome variables
There were two outcomes of this study. One was the number of cases of diarrhea among children under five years old within the two weeks preceding the survey. In the MICS survey, "Diarrhea is determined as perceived by mother or caretaker, or as three or more loose or watery stools per day, or blood in stool" [11] . Regardless of the severity of each case, we coded a value of 1 if children had had diarrheal symptoms during the two weeks preceding the survey, and a value of 0 if they had had no symptoms. The second outcome was the parent or caregiver's treatment choice for the child's diarrhea. Appropriate treatment for childhood diarrhea in this study, coded as 1, was defined as any of the following treatments: ORS, Zinc, intravenous fluids, or antibiotics for bloody diarrhea, while inappropriate behavior, coded as 0, was defined as no treatment, herbal medicine or ot her home remedy, antimotility, unknown pill, syrup and injection, or other.
Independent variables
There were 17 individual and two community-level variables, shown in Table 1 . Variables regarding the characteristics of household heads were included in the analysis since these were the people who made decisions or could influence the mother's or caregiver's decision making. Household wealth was calculated by a principal component analysis using the respondents' household assets for the whole survey dataset. This index was used to capture socioeconomic status and was divided into five categories: poorest, poor, middle, rich and richest.
Two binary variables were created: paying attention to the child and playing with the child. These variables indicated the degree of parental and family attention and care given to children. The variable 'paying attention to the child' was generated by the question: "Sometimes adults taking care of children have to leave the house to go shopping, wash clothes, or for other reasons and have to leave young children. On how many days in the past weeks was (name) left alone? or left in the care of another child (that is, someone less than 10 years old)?" [11] . The variable was classified into two groups: children who were paid less attention by family members and children who were paid more attention. That is, if the participants answered "one or more days left their children alone or only with other young children," they were categorized as children who were paid less attention. If children always remained with adults, they were categorized as children who were paid more attention. As a result of being left alone or only with other young children, children are more at risk of suffering accidents [11] . 'Playing with a child' was created by using four questions as to whether or not household members had engaged in the following activities in the previous three days: reading books, taking the child outside, playing with the child, and naming, counting or drawing with the child. 'Playing with a child' was categorized as either playing with the child at least once in the past three days or not playing with the child at all during this time period.
Identifying the source for drinking water was generated from a question about the main source of drinking water for household members. Improved drinking water sources included piped water, protected wells, protected springs, tubewell or borehole, rainwater and bottled water [12] . This variable was coded as 'improved' or 'unimproved'.
Water treatment was the methods to make water clean and safe to drink, which was categorized as "no treatment or inadequate" and "adequate treatment". Adequate water treatment was defined as methods to disinfect water by killing harmful pathogens, such as boiling, adding bleach or chlorine, and using a water filter [12] . If one of these methods was used in the household, it was categorized as adequate treatment. Inadequate methods which were not sufficient to disinfect water included the choices; "strain it through a cloth" and "let it stand and settle" [12] .
There were two additional variables for the analysis of appropriate treatment: possession of media devices and severity of diarrhea. Possession of media devices included radio, TV, mobile or landline phone, computer and the Internet. If a family had at least one of these devices, we grouped it as a household with at least a media device. Another variable, severe diarrhea, was defined as diarrhea with blood.
There were two community level variables: Area (rural or urban) and the performance of the CUs. The definition of rural and urban was provided in the 2009 Kenya Population and Housing Census [13] . The performance of the CUs was determined using three criteria developed by the Kenyan Ministry of Public Health and Sanitation (MoPHS). The first was the presence of minutes of monthly meetings, such as Dialogue Days and Action Days; the second was the presence of all key persons (CHC, CHWs, and CHEWs), all of whom must have finished the standardized training program, and the third was the presence of reporting tools for the community health information system (CHIS). Dialogue Day and Action Day meetings are held monthly with the CHC, CHWs, CHEWs and people from the community. In the Dialogue Day meeting, current health problems within the community and how to solve them are discussed. Action Day is a day to implement the solution decided on during the Dialogue Day meeting. There are two main official reporting tools in the CHIS: the CHW service delivery log book and the CHEW summary. After summarizing the CHW service delivery log book using the CHEW summary tool, the latter is submitted to the CHS focal person in a district followed by the CHS departments at provincial and national levels.
Each of these variables scored 1 if it they were available. If CUs received three points, they were considered "high performance CUs" because they had all required materials and functions based on the criteria. CUs with scores of 1 or 2 were categorized as "middle performance CUs." CUs with a score of "0," as well as areas without CUs, were regarded as reference groups, because the low performing CUs had no evidence of CU activity.
Statistical analysis
A multilevel logistic regression analysis was performed in order to take account of the hierarchical structure of the data. This meant that individuals (level 1) were nested within communities (level 2). Multilevel analysis is a suitable approach to take into account the community level context, as well as individual characteristics.
We computed three models in order to decide upon the most suitable final model. There was no independent variable in model 0, while only individual variables existed in model 1 and both individual and community variables were present in model 2. Based on the likelihood ratio test and the variance of random effects, we selected the final model with lower log likelihood and the variance of random effects. Both bivariate and multilevel logistic regression analysis with sample weights were performed using Stata 12 (Stata Corporation, College Station, TX).
Results
Out of 300 Enumeration Areas (EAs) in the MICS survey, two were excluded because there was no information as to whether or not the CUs had been established. Therefore, the total number of EAs with full sets of CU data used in the analysis was 298. In this matched dataset, there were 5,045 children under five, but there were missing data for dependent and/or independent variables for 90 children. Thus the final sample included in this study was restricted to 4,955 children under five and their family members; this number was used to determine factors relating to childhood diarrhea. The data in Table 1 show that 19.6% of these children were under one year of age, and 79% were the biological children of the household heads. The percentages of participants who could access an improved drinking source and adequately treated their drinking water were 45.7% and 54.3% respectively. More than half (53.3%) lived in areas without CU or with the low-performing CU.
Out of 4,955 children, 781 (15.8%) had experienced diarrhea in the two weeks before the survey. However, treatment methods among nine of the children were unknown, so the total number of child participants with diarrhea included in the analysis for the appropriate treatment was 772 (98.8% of the original 781). In this sample, 12.8% of their diarrhea was bloody diarrhea, and 37.3% of them took appropriate treatment.
Factors influencing the prevalence of childhood diarrhea Table 2 shows the prevalence of diarrhea and appropriate treatment by independent variables and unadjusted odds ratios. The significant factors in multilevel analysis mentioned below were also significant in bivariate analysis. Table 3 presents the factors associated with the prevalence of childhood diarrhea in Nyanza Province, Kenya. According to the likelihood ratio test, we concluded that model 2 was the final model. In model 2, the increasing age of the child was negatively associated with the preva- 
Determinants of appropriate treatment for childhood diarrhea
The results of a bivariate analysis are shown in Table 2 . According to this analysis, the factors significantly associated with appropriate treatment were household wealth index, severity of diarrhea and the performance of the CUs. These were the same significant factors in the multilevel analysis below. Table 4 shows the determinants of appropriate treatment for childhood diarrhea. Among individual variables in model 2, household wealth and severity of diarrhea were significantly associated with an appropriate treatment. Compared with people in the lowest wealth quintile, children of families in the middle wealth quintile had around twice the odds of receiving 
Discussion
This study aims to evaluate the association between the performance of CUs and the prevalence of diarrhea among children under five in Nyanza Province, Kenya, and the appropriate treatment for childhood diarrhea. Compared with the Kenya Demographic Health Survey (KDHS) [9] , the percentage of diarrhea cases among children under five was similar: 16.6% in KDHS and 15.8% in this study. Since the burden of diarrheal diseases is still substantial, it is clear that more action is needed to reduce the incidence of diarrhea. In addition, people in the community must be encouraged to take appropriate action regarding their children's diarrhea.
The following significant factors associated with diarrhea prevalence and the appropriate treatments for childhood diarrhea could be useful in developing an effective strategy for both prevention and treatment.
Factors associated with childhood diarrhea
In our study, the significant factors negatively associated with childhood diarrhoea were the child's increasing age, the household head being in the middle age group, the child being paid more attention, treated drinking water and residence in a rural area, while male children and those in areas with high performing CUs were significantly more likely to have childhood diarrhea. The areas with high performing CUs were associated with more diarrheal diseases. This might be because CU establishments were focused more on areas with a high prevalence of diarrhea and other diseases. According to the community health services focal officers at the research sites, the officers are responsible for prioritizing areas that require urgent addressing of health needs, especially childhood diseases, and behavior that leads to poor health by community members, because the Ministry of Health was unable to establish all CUs at the same time. Prioritized areas were therefore chosen for the establishment of CUs and allocation of more resources. Other studies have shown that routine visitation by CHWs was effective in reducing the incidence of childhood diarrhea [14] [15] [16] . The study in Kenya also shows that CU establishment can increase water treatment and latrine use [10] , major risk factors of childhood diarrhea. According to the additional bivariate analysis, our data also suggested the same relationship: the areas covered by high performance CUs had a higher percentage of water treatment (p < 0.001). It also suggested that CHWs could have a positive impact on the use of water treatment, which may reduce the incidence of childhood diarrhea in the near future.
In this study, children living in rural area were less likely to have experienced diarrhea than children in urban areas. One possible reason for this is that research conducted in Kenya shows that memories among people in rural areas fade more easily than those of urban residents. This means that people in urban areas seem to remember such events well [17] . People living in urban areas might be more cognizant of their children's symptoms because of more information available in urban areas; this would therefore improve their health awareness. In addition, population density is an important determinant influencing risk of disease transmission [18, 19] . This would be the reason why the diarrhea cases in urban areas, which would be the areas with higher population densities, were higher than rural. The incidence of diarrhea among children under 1 and aged 1-2 years was 20.9% and 25% respectively, while the percentage among children aged 4-5 years was 8.5%. Children under two years old in this study were the most vulnerable in terms of the diarrheal infection. Another study also shows that the young age of the child, especially after exclusive breastfeeding, is linked to a greater risk of having diarrhea [20, 21] . Appropriate infant feeding following exclusive breastfeeding is an important intervention for the reduction of childhood diarrhea and improvement of the child's health [22] [23] [24] [25] .
If children were left alone in the house or only with other siblings under 10 years of age, their parents would by implication pay less attention to those children than others. As a result, children without sufficient attention are more likely to have accidents or behave dangerously, such as eating dirty food from the floor [11] . Furthermore, parents who did not stay with their children may work outside of the house. Parental employment is reported as a significant factor in childhood diarrhea [26] ; it is also reported that women's participation in income generating activities has positive effect on their children's nutritional condition [22] . Further research is needed to clarify details regarding children who are left alone and the effects of this.
In addition, the effectiveness of water treatment was reported by other researchers as an important factor in preventing childhood diarrhea [27] [28] [29] [30] [31] . Our study also suggested that water treatment practices are recommended interventions for the prevention of childhood diarrhea.
Determinants of appropriate treatment for childhood diarrhea
Although we included a range of variables in the analysis to examine significant factors for the appropriate treatment of childhood diarrhea, household wealth index, severity of diarrhea and the middle and high performance of CUs were the only significant variables in this study. A study in Kenya by Olson et al demonstrates how CHWs are important health personnel who could play a role in delivering health-related information [32] . Colvin [33] also reported that a middle layer between the community and a health facility, such as the CHWs, is an important element in influencing appropriate care-seeking behavior. In addition, other studies describe the effectiveness of CHWs in promoting the uptake of appropriate treatment for childhood diarrhea [34] . A wider implementation of CHWs, through CU establishments, would be the effective means of improving the accessibility of health care, regardless of individual factors. Although a study has been done that assesses the influencing factors of CHWs' performance [5, 35] , it is important to conduct further research on interventions to increase and sustain the high performance of CHWs and CUs.
One key reason for not seeking care is cost of treatment [36] . It is also reported that household wealth was a determinant of health seeking behavior for childhood diarrhea [37] . The trend that individuals from poorer households tend to be less likely to seek health services is also reported in studies of other curative [38] and preventive services, such as immunization [39] . In these studies, we see that the caregivers in wealthier households could afford to pay not only the cost of health services but also transportation and other costs. As this study identified, severity of diarrhea is an important factor associated with appropriate treatment. Lack of maternal perception on the seriousness of the illness was shown to be the primary reason for no treatment [36] . In addition, perception of severity of illness is associated with appropriate health seeking behavior, such as health facility visitation [40] . Bloody diarrhea would make caregivers think seriously about their child's diarrhea and encourage them to take necessary actions.
Limitations
This present study has reported the significant factors, including the performance of CUs, associated with diarrhea prevalence and appropriate treatment for diarrhea among children under five in western Kenya.
However, this study is a cross-sectional study. Since the effects of CUs could change over time, and there is a possibility that areas with a high prevalence of diarrhea were selected when establishing the CUs, further longitudinal research is necessary to clarify the causal connection between CHW performance, diarrhea prevalence and appropriate treatment. The evaluation framework of the CUs' performance is another limitation. Although we utilized the official evaluation framework developed by the Kenyan MoH, the CU performance markers used in this study related to group level performance, which is not equivalent to individual performance. Therefore, our study shows only the association between group performance, prevalence of childhood diarrhea and appropriate treatment. Further research on the effects of CHWs needs to be conducted by using an evaluation framework that includes both personal and group performance indicators, such as number of households visited per month, job satisfaction and health knowledge, as well as evaluations from supervisors and community members. Since two of the three performance indicators derived from documentation, there is also a possibility that although the meetings were actually held, CUs did not submit minutes of meetings and were regarded as poorly performing. It would be better for further research to integrate indicators such as number of households visited into the performance evaluation framework. In addition, the causal relations among CU performance, household practices to prevent childhood diarrhea and uptake of appropriate treatment were unclear.
Since the MICS data was collected using a structured questionnaire and not direct observation, several variables, such as the severity of diarrhea, means of water treatment and drinking water resource, may not be accurate. Although this study assumed that household heads would be the most influential people in decision making, there is a possibility that mothers or other family members have autonomy to make decisions about care-seeking for children in their households.
Furthermore, periods of time for two variables, child left alone more than once and playing with the child, were not measured in this study. It would be better to assess the period of each activity and make their effects clearer.
Conclusion
Our study has clarified several factors significantly associated with diarrhea prevalence and appropriate treatment for diarrhea for children under five in Nyanza Province, Kenya. In this study, we addressed a significant factor for both outcomes: the performance of CUs, represented by the performance of CHWs, CHC and CHEWs. Although their performance was significantly associated with the higher prevalence of childhood diarrhea, the areas with a high prevalence of diarrhea would have been primarily selected to establish CUs. However, higher CU performance was also significantly associated with taking an appropriate treatment for childhood diarrhea. It is suggested that high performance of CU might have a positive effect on encouraging community members to select appropriate treatment for childhood diarrhea. With full consideration of the evaluation framework, further studies are needed in order to describe the causal connection between CHW performance and diarrhea prevention and treatment, as well as for better understanding of long-term impacts. 
